INTRODUCTION
Over the past decade, intensive outpatient programs have multiplied in an attempt to improve care for high-need patients. [1] [2] [3] [4] These programs typically focus on patients with complex medical, social, and behavioral challenges who account for a disproportionate share of health care spending. [5] [6] [7] [8] [9] Most provide comprehensive care coordination and a range of services such as home visits, health coaching for chronic conditions, after-hours access to providers, and social services for housing, transportation, and employment needs. 1, 3, 10, 11 Intensive outpatient programs have been implemented for diverse patient populations, including older adults, [12] [13] [14] individuals with employment-based plans, 15, 16 and patients in safety net settings. 3 Early evaluations suggest that these programs can improve patient outcomes, and several employer-based programs and for-profit corporations have reported cost savings as high as 15-50% in observational and retrospective internal evaluations. [15] [16] [17] Randomized controlled trials of these programs, however, have generally reported more modest or negligible reductions in cost and utilization, [18] [19] [20] [21] with some notable exceptions of trials focusing exclusively on older adults. 4 One explanation for the mixed evidence for intensive outpatient programs relates to patient engagement, the degree to which individuals actively participate and partner in their care. Patient engagement is increasingly recognized as integral to high-quality, patient-centered, and effective care. [22] [23] [24] When patients engage in their clinical care, they are more likely to derive health benefits and to require fewer acute services for Electronic supplementary material The online version of this article (https://doi.org/10.1007/s11606-018-4608-2) contains supplementary material, which is available to authorized users. preventable conditions. 25 Engagement is challenging, however, when patients face comorbid mental illness, social support or health literacy challenges, or financial stress. 1, 26 Many patients choose not to participate in intensive programs, 20, 27 and among individuals who enroll, many do not remain engaged in the programs for sustained periods. 1 In order to maximize the value of intensive outpatient programs for high-need patients, we conducted a qualitative study to explore these programs' approaches to engaging patients, their strategies to address specific engagement barriers, and cross-cutting lessons that can guide program design and service delivery.
METHODS
Qualitative study procedures were guided by the Consolidated Criteria for Reporting Qualitative Research (COREQ) (see Supplementary Appendix, online). 28 
Study Recruitment
Using convenience sampling, we recruited representatives from 18 intensive outpatient programs in diverse clinical settings in Northern California to participate in a qualitative study to learn about best practices for engaging patients in intensive outpatient programs; 12 programs chose to participate (67% response rate) (see Supplementary Appendix, online). For each program, we identified 1-2 key informants, including a front-line clinician and/or an individual involved in program management/leadership (N = 20). These participants were asked to complete a pre-interview online questionnaire describing program characteristics (95% response rate). We also asked program participants to estimate the proportion of patients who experience specific types of barriers to engagement (derived a priori from a literature review and discussion with content experts).
Interview Procedures
After obtaining informed consent, we conducted digitally recorded interviews (18 in person, 2 by phone) using a semistructured interview guide (Supplementary Appendix, online). Interviews were conducted by a medical student (CO) who had no previous relationship with the interviewees and who was trained and supervised by a qualitative researcher (AN). During interviews, participants discussed engagement barriers facing their patient population and strategies that their programs use to address these engagement barriers. Interviews lasted between 25 and 55 min; only the interviewer and interviewee were present. Interviewees received $50 gift cards for their participation.
Study Framework
Qualitative content analysis was guided by the Engagement through CARInG Framework 29 which categorizes patient engagement strategies into three domains: (1) Communication and Actions (i.e., strategies that support patients' communication with providers, and their participation in recommended health care appointments and self-management activities), (2) Relationships built on trust (i.e., activities that are designed to build trust and confidence in the program team and health care system), and (3) Insight and Goal setting (i.e., counseling and other efforts to help patients gain insight and problem-solving capabilities).
Qualitative Data Analysis
Interviews were professionally transcribed and imported into ATLAS.ti to support data analysis and synthesis (ATLAS.ti7, Scientific Software Development, Berlin, Germany). Two authors (CO, CS) conducted directed content analysis of transcripts adapted from Hsieh et al. (2005) , 30 which involved deductive coding of engagement barriers and inductive coding of associated patient engagement strategies mapped to the domains of the CARInG Framework. 29 Discrepancies were reviewed by a third researcher (DK) and resolved through group discussion. 31 Next, all authors reviewed coded excerpts from each transcript and identified themes related to program features (i.e., program structure, resources, philosophy) that facilitate engagement. Two authors (CO, DZ) independently reviewed transcripts to identify illustrative quotes for each theme. In order to validate study findings, participants were invited to review preliminary results. In a follow-up group discussion by phone with nine participants, one novel theme emerged and was incorporated into study results and discussion. This study was approved by the Stanford University Institutional Review Board. Based on the pre-interview questionnaire, the most common barriers that impeded program engagement for a majority of patients were fragmentation across health systems, financial insecurity, mental illness, physical symptoms and limitations, and lack of social support ( Table 1) . Other common barriers to engagement included neighborhood and social environment, transportation challenges, housing instability, and alcohol/ substance use. Engagement barriers that were frequently noted but affected fewer patients per program included health literacy difficulties, dementia/cognitive limitations, and distrust or negative feelings toward the healthcare system.
RESULTS

Study
Intensive Outpatient Program Patient Engagement Strategies
In interviews, program leaders and clinicians described an array of approaches to address patient engagement. These are presented for each domain of the CARInG Framework, 29 below and in Table 2 .
Strategies that Support Patient Communication and Actions to Improve Health. Intensive outpatient programs use a wide range of strategies to facilitate patient communication and participation in recommended health-related activities. Many of the services address engagement barriers through concrete resources. For example, if a patient has financial constraints preventing appointment attendance, programs may arrange copay reductions or transportation vouchers, as a community health system nurse described, "We will ask them why did you miss your appointment?... 'I don't have a ride or I have heart failure and I can't get on the bus and then walk'-so that's when we provide the taxi vouchers." For health literacy challenges that interfere with self-care, programs may label medications graphically, or visit the home to establish a safe medication system. When housing instability or safety is an issue, programs assist with housing applications or help a patient identify a safer living situation, such as a setting where an individual can recover from substance use disorder without exposure to others using drugs.
Programs also use a number of strategies to address fragmentation of care across different settings and providers: "Our team does a lot of coordinating between providers. That's one of our major roles" (physician, county program). Strategies include co-attending appointments to coordinate care from different doctors, teaching patients how to navigate different systems, and facilitating information exchange by obtaining outside records on a patient's behalf. These strategies serve as communication lines and access bridges, helping patients overcome the physical barriers that impede the use of available services and resources.
Strategies that Build Relationships and Trust. All program representatives described relationship-building approaches to engage patients who were distrustful of the medical system. Often, the programs begin by attempting to meet patients' basic or most pressing needs, a process that may involve addressing housing instability, food insecurity, transportation challenges, employment, or social isolation before tackling health issues: "Food and transportation are kind of the life blood of being able to say, hey, we can provide this for you. And people come sometimes just because they want that and it's okay… maybe this moment is going to be the moment that something happens in our relationship and maybe there will be a breakthrough" (non-clinical program manager, community health system). When patients are distrustful of the healthcare system or program, providers focus on communicating that they care about the patients as individuals and that they are "never giving up on them" (nurse practitioner, VA). Staff described visiting patients repeatedly in the hospital and community to build rapport. For example, one physician from a public payer program said, "[One] person wouldn't engage but he kept reminiscing about Survey response options were most/all, some, few/none fishing. And so our staff member brought fishing poles in and took the person fishing, and that's what engaged him." Programs also described building relationships with caregivers, and addressing their needs by identifying respite services and offloading activities that may be causing excess strain.
Strategies that Help Patients Gain Insight, Set Goals, and Problem Solve. A number of barriers were described as impeding patients' insight and ability to set goals and problem-solve. Program representatives frequently described a process in which they initially problem-solved for patients, particularly when patients faced critical needs around housing, food insecurity, and finances. Over time, they would gradually introduce patients to skills and coping mechanisms so that they could begin to problem-solve for themselves. A nurse practitioner from a VA program explained that she would start by asking individuals about their personal barriers to better health, and then "help them work through that which will empower them to be more engaged, empower them to do self-care... It's helping them to problem solve." She provided the example of addressing health literacy challenges by coattending appointments: "… I will ask a question that I know the answer to… so [patients] learn when I'm modeling for them how to handle providers, [by] saying, 'I didn't quite fully understand that; I really want to understand what you said, can you say that to me one more time in a way that I understand.'" Through these methods, programs help patients gain the skills needed to monitor and address their health issues, develop coping mechanisms, and seek the care they need.
Intensive Outpatient Program Features that Facilitate Patient Engagement
Qualitative data synthesis revealed several program features that influence patient engagement efforts, including: (1) team composition, hiring, and training activities; (2) resources and time; and (3) patient-centered philosophy (Table 3) .
Team Composition, Hiring, and Training Activities. Program representatives frequently described their clinical team composition as important when attempting to engage patients. The multidisciplinary nature of most teams (see Supplementary Appendix, online) was cited as central to ensuring that individual patients' needs-whether medical, social, or behavioral-were addressed. The diversity in schools of thought was described as a strength, because looking at a patient "through different lenses" increases the likelihood that "something will begin to stick" (nurse When discussing support for patient problem-solving, program representatives frequently described the importance of training staff in emotional intelligence, concrete skills such as trauma recognition, and motivational interviewing to help patients develop effective action plans. Program representatives also described the importance of hiring proactive staff who are willing to participate in activities that are not typical of their professional role. For example, a county program social worker described a scenario in which a patient did not respond to initial outreach efforts, but a case manager passed him daily at the subway station and chatted with him, "and after a couple of months he said, 'You won't give up on me so I'm not going to give up on myself,' and [he] started services and was incredibly successful."
Requisite Time and Resources for Patient Engagement
Activities. Time and resources were described as essential for building relationships with patients. A clinical psychologist from a VA program said, "There is a culture on our team of giving people the time, space, and access that they need. And I think that really helps engage people who have trust issues." The medical director and physician for a county program offered an anecdote that supported how time investments can build trust. When a patient needed an ID to reinstate his social security insurance, a community health worker from the program met the patient at the DMV: "They [stood] in line together for the morning, chatting about whatever, and then, inevitably, the crack use and the fact that he was shot at the other week comes out in the conversation." These intimate details may not have emerged in the clinic environment during typically brief appointments. A number of program representatives also commented on the time required to fully understand patients' needs (including in-depth chart review, conversations with primary care providers, and comprehensive intakes with patients) and to coach patients around insight and goal-setting. As a nurse practitioner in a VA program observed, "This is not a quick fix." Other time-intensive activities include co-attending appointments, following up after emergency department visits, and being available to address urgent needs. A physician co-director of a private healthcare system program described the importance of "just having [an] immediate response to people, be it night or day…" He said, "This weekend I talked to two people I'm sure would have gone to the emergency department if I hadn't known them."
Many program representatives raised the need for adequate and sometimes unconventional resources. Trust-building was often initiated through the use of discretionary funds to cover small gestures such as a sandwich, a birthday card, or bus tokens: "We offer bus tickets... And, you know, you can't really control how somebody uses a bus ticket. Sometimes it's just an investment in the relationship" (program manager, community health system). In addition, some programs supported patient self-care activities by distributing cell phones, or by offering technology such as read-aloud bariatric scales, language-concordant educational videos, and devices for telemental health, although the use and value of assistive technology varied across settings and patient populations.
Patient-Centered Philosophy. Finally, a third program feature that was described as critical to supporting patient engagement was a flexible approach centered around patient-not program-goals. This patient-centeredness was at the core of all programs represented in this study. As a non-clinical program administrator for a community health system program said, "I think trying to really listen to the patients and understand what they say their needs are-recognizing that the patient is the expert in their life and the patient is in charge of their health and healthcare whether or not the patient is engaged in that way-I think ultimately helps engage people because they feel respected." Most programs focused on identifying individual patients' priorities and addressing their most pressing needs first: "It takes a few visits [with the patient]… And a lot of the visits are based around what's important for the patient, what is going on in their life at the moment because getting down to the root cause actually helps everything else" (care coordinator, private healthcare system program).
Providing patient-centered care often requires unconventional communication strategies and care settings: "I think being able to be super-mobile, have access to technology, have connections within the community, and have the option to do things a little bit differently has allowed us to be successful" (physician manager, public payer-sponsored program). These efforts were described as essential to creating a foundation for longer term engagement. A clinical psychologist at a VA program said his team tries to help with "whatever the patient needs." He said, "We literally have gone and looked for legs, you know, prosthetic legs. And that's not because we think it's going to reduce utilization. It's because we want to build trust."
Managing Dysfunctional Forms of Engagement
A final theme that emerged during validation of study results with participants was that some patients exhibit dysfunctional engagement behaviors. For example, the medical director from a county program said that his team sometimes struggles with patients who selectively engage with social services, but are difficult to engage around their chronic illnesses. A clinical psychologist from a VA program reported that patients sometimes over-engage, demanding a level of resources that is not sustainable, so the team needs to be clear in stating, "We will teach you how to problem solve, we won't do all of this for you." Similarly, a program manager from a community program said that she has clients who like to engage with a lot of different agencies, which can result in agencies "tripping over each other" while patients over-utilize the systems without changing their behaviors. A strategy that her program has found helpful involves bringing representatives from the different agencies together to discuss how they will engage a specific client while reducing burden on the overall network of agencies. These comments highlight the challenge of engaging hard-to-reach patients in a way that is constructive and sustainable and that does not generate over-utilization.
DISCUSSION
Intensive outpatient programs use a broad range of strategies to foster trusting relationships with high-need patients, increase self-management and use of recommended health care, and help individuals develop insight, goal-setting, and problem-solving capabilities. This qualitative study suggests that patient engagement efforts may be enhanced by certain program features, such as a diverse multidisciplinary team, adequate staffing and resources to support relationshipbuilding and intensive case management, and a patientcentered structure and philosophy.
Previous reports have described features of early intensive outpatient care models. 3, 4, 32, 33 For example, Hong et al. (2014) analyzed 18 complex care programs for high-need, high-cost patients and found that many programs focus on patient-provider and family-provider relationships, match team composition and interventions to patient needs, emphasize coordination of care, and offer specialized training to care providers. 33 Bodenheimer et al. (2013) reviewed 14 highutilizer programs for Medicaid patients and found additional common elements, including the use of health coaches to support self-management and adherence, and the provision of 24/7 access to the care team. 3 Our qualitative study builds on these reviews by focusing on interventions and program design features that are specific to patient engagement, a commonly cited challenge for intensive outpatient programs. Findings provide evidence to support several program elements that may enhance engagement efforts. For example, program representatives described a program structure that enables staff to be flexible in meeting patients at their own pace, on their own terms, and-when appropriate-in their own homes or communities. Some programs focusing on patient populations in diverse, urban environments described how trusting relationships often developed through staff who have social, cultural, and/or racial/ ethnic concordance with patients. Similarly, teams describe how incorporating diverse disciplines and perspectives increases the likelihood that a team member will form a connection with an initially skeptical patient. Importantly, while these program characteristics are unusual in conventional clinical settings, they were common among the intensive outpatient programs that we studied. This is likely because the programs are designed to explicitly address many of the medical, social, and behavioral challenges that generate patient engagement barriers in usual care.
Interestingly, the resource-intensive engagement activities described in this study may help explain the challenges that intensive outpatient programs often face in trying to reduce acute care utilization and contain costs for high-need patients. Not only is patient engagement time-intensive, but as patients become increasingly engaged, their interactions with the team may lead to identification of health issues that were previously undetected, resulting in more referrals and increased service use. Even if this care ultimately leads to better health and decreased risk for hospitalization, those longer-term effects of the program may not be exposed during a brief evaluation. Future research needs to examine the timeframe for productive engagement and incorporate engagement levels into evaluation analyses. In addition, it is important that evaluations extend beyond utilization and cost outcomes and consider patient experience and clinical outcomes, 34 such as the degree to which the programs address medical and social determinants of health. 35 A limitation of this study is its focus on program staff and leadership perspectives about effective engagement activities. Our findings are consistent, however, with qualitative studies of patients in intensive outpatient programs that suggest that patients value the relationships with staff and their assistance navigating medical and social systems, 36 and also report improved health-related motivation, sense of control, and perceived health. 36, 37 This study is also exploratory in nature; as evaluations of intensive outpatient programs become increasingly available, synthesis of findings may shed light on the association between engagement strategies and clinical, utilization, and cost outcomes. Finally, the programs in this study are all located in Northern California, and the findings may not represent the experience of programs in other regions of the country.
In conclusion, this qualitative study highlights the range of clinical, interpersonal, and population-based approaches that intensive outpatient programs use to engage high-need patients. These programs almost universally offer patientcentered, individualized care that frequently deviates from standard practice. Findings suggest that programs aiming to increase engagement of complex, high-need patients should seek out creative and proactive staff, and ensure that they have adequate time, resources, and flexibility to address patients' needs on patients' terms.
